Results: Between 2011 and 2015, 4875 patients underwent elective infrarenal EVAR, of which only 221 (4.5%) received a transfusion within 24 hours of surgery. The frequency of transfusion over the study period declined monotonously from 6.5% in 2011 to 3.2% in 2015. The factors independently associated with transfusion were preoperative hematocrit <36% (odds ratio [OR], 3.4; 95% confidence interval [CI], 2.1-5.4; P < .001), aortic diameter (per cm increase: OR, 1.2; 95% CI, 1.03-1.4; P ¼ .02), preoperative dependent functional status (OR, 2.5; 95% CI, 1.1-5.5; P ¼ .03), and chronic obstructive pulmonary disease (OR, 1.7; 95% CI, 1.04-2.9; P ¼ .04).
Objectives: This study evaluated the early results of fenestrated thoracic endovascular aortic repair (fTEVAR) using physician-modified stent grafts (PMSGs) to revascularize aortic branches for acute type B aortic dissection (ABAD) with unhealthy proximal landing zone.
Methods: Twenty consecutive patients who underwent fenestrated TEVAR using PMSGs between November 2015 and December 2016 were retrospectively reviewed. Preoperative, intraoperative, and postoperative clinical data were recorded (Table) .
Results: The median patient age was 53 years old (range, 18-83 years), and 16 of the 20 (80%) patients were men. Indications were ABAD without healthy proximal landing zones included inadequate proximal landing zone (n ¼ 4), retrograde dissection extending to the left subclavian artery (LSA; n ¼ 13, (Fig, G) , and retrograde hematoma involving the LSA (n ¼ 3). Twenty PMSGs (Medtronic Valiant stent grafts, n ¼ 4; Relay thoracic stent grafts, n ¼ 10; Ankura thoracic stent grafts, n ¼ 6) were deployed. One LSA fenestration was created in 19 patients (Fig, A-F) , and one LSA fenestration combined with a left common carotid artery (Continued on next page) (LCCA) scallop were created in one patient. Branch stents consisted of a covered stent for the LSA (n ¼ 7), an uncovered stent for the LSA (n ¼ 14), and an uncovered stent for the LCCA (n ¼ 1). Median duration for stent graft modifications was 40 minutes (range, 30-60 minutes). The mean interval between symptom onset and treatment was 5 6 3 days (range, 1-10 days). Initial technical success rate was 90% (18 of 20; Fig, H -K) . Partial coverage of the LCCA in one patient resolved after a chimney uncovered stent implantation in the LCCA. Type III endoleak between the LSA covered stent and the PMSG occurred in this patient 1 week post-fTEVAR and resolved after reintervention with deployment of an Amplatzer occluder device across the site of the leak. A chimney stent was deployed to solve the misalignment of the LSA in another patient. Mean operative time was 101 6 48 minutes, and fluoroscopy time was 24 6 16 minutes. There were no in-hospital deaths and no perioperative neurologic complications. Median length of stay was 9 6 6 days (range, 5-26 days). One patient had a left brachial artery pseudoaneurysm at the puncture site that required open repair. One patient presented renal deterioration postoperatively and recovered uneventfully after the conservative Keio University, Tokyo, Japan; 6 Kamakura General Hospital, Kamakura, Japan
Objectives: The purpose of this study was to analyze the anatomical characteristics of ruptured abdominal aortic aneurysm (rAAA) in the Japanese prospective multicenter registry and validate the usefulness of retroperitoneal hematoma volume as a predictor of perioperative mortality after endovascular aneurysm repair (EVAR) for rAAA.
Methods: Consecutive rAAA patients at three institutions with unified EVAR-first protocol (SRAP protocol) from 2012 to 2016 were prospectively registered and reviewed. Patients receiving EVAR with preoperative computed tomography (CT) scan adequate for the analysis using threedimensional workstation were included and analyzed. To validate the retroperitoneal hematoma volume as a predictor of perioperative A, The Relay thoracic stent graft was fully unsheathed. The LSA fenestration was created using an ophthalmology cautery (OASIS Medical, Glendora, Calif). B, The LSA fenestration was reinforced using the loop of a snare (Amplatz Goose Neck, ev3, Plymouth, Min), fixed to the fabric with a continuous running suture of CV-5 (Gore, Flagstaff, Ariz) with about 8 mm in diameter. C and D, A 300-cm, 0.014-inch nitinol guidewire (ASAHI, Nagoya, Aichi, Japan) was used to pass through the LSA fenestration into the endograft, and the stiff tip of the guidewire was pushed about 40-cm length into the inner secondary sheath of the device. E and F, The stent graft was reloaded finally in the inner secondary sheath and the primary outer sheath. G, A preoperative computed tomography scan showed the primary tear entry (red arrow) in the descending aorta and the retrograde dissection extending to the LSA. H, A diagnostic angiogram confirmed the acute type B aortic dissection without healthy proximal landing zone for TEVAR. I, After ensuring that the fenestration was oriented toward the LSA by hand-injection of iodinated contrast through the 6F sheath placed at the ostium of the LSA (red arrow), the endograft was fully deployed. J, A catheter and the 6F sheath was then advanced sequentially over the preloaded guidewire into the endograft through the fenestration from the retrograde brachial artery access. K, The LSA alignment bare nitinol stent (SMART [10 mm in diameter, 40 mm in length]) (Cordis, Miami Lakes, Fla) was deployed. Completion aortography was performed to confirm endograft and LSA fenestration patency without endoleak. L, One month postoperative CT showed the patency of the LSA and complete thrombosis of false lumen in the descending aorta.
